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An Impressive Operation




An Impressive Operation

HIgh training ste

G0oINg above minimum

N standarads
Positive audit comment
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Positive Audit Comments

“The SMS of this operator is well-developed”

'.n

“Best practices are consistently employed in all facets of the program”

“Continuous SMS improvement is actively pursued®

“The I—']]Uf Ops Manual Is remarkably well-written and romr)re ensive’

Ta |

Safety culture within the
members”

department Is shared among all team

“Open reporting of hazards is consistently encouraged by management’

4

‘Solid safety program, maturing nicely
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NTSB Investigation Found

ight crew failed to disengage the gust |

» None of the five
Mmanufacturer
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Probable Cause

“The flight crewmembers’ failure to perform the flight
control check before takeoff, their attempt to take off
with the gust lock system engaged, and their
delayed execution of a rejected takeoff after they
became aware that the controls were locked.”

“Contributing to the accident were the flight crew's
habitual noncompliance with checklists...”

ALSO

A gust lock/throttle interlock system that did not meet
certification standards.

2 INTSB



The big question:
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Procedural Drift

“When flight crewmembers perform a routine check
repeatedly over a long period of time and never
encounter an example of its effectiveness as a
safety protection, they may experience a decreased
perception of the check’s importance.”

“As a result, they may begin to skip the check and
reallocate thelir efforts toward other goals that they
regard as more important.”

2 INTSB



Procedural Drift




com-pla-cen-cy

/kem plasansé/ 4)

noun

a feeling of smug or uncrtical satisfaction with oneself or one's achievements.

"the figures are better, but there are no grounds for complacency”

synonyms: smugness, self-satisfaction, self-congratulation, self-regard; gloating,
triumph, pride; satisfaction, contentment
"the complacency he felt as a math student was abruptly shaken when
he took his first calculus exam”

7 NTSB



CVR Listening Room 1

IN USE

Brazy UPS BHM




1921:44
HOT-2

1921:49
HOT-1
192155
HOT-2

1921:57
HOT-1

you know, | think you're gonna need to just shut the # up.

love to poke my head back around and say that. you know ladies
and gentlemen uh, we've thought about it....

[sound of laughter] it was unanimous up here.

* we've come to the conclusion that you people should all shut the
# up.

-

NTSB






15:07:32.8
HOT-1 muc@aetter.

15:07:36.8
HOT-2 | thought you were gonna say why are you # up?
L

15:07:38.8
HOT-1 no. no. much&better.

15:07:41.5
HOT-1 you've been paying attention to what |'ve been doin'. you're
gunderstanding thei

15:07:45.6
HOT-1 you know what to gz look for now.

15:07:46.7
CAM [sound similar to decrease in engine thrust]

15:07:49.4
HOT-1 see howggya git) andgincredible man. you're # doin' good
right now. -
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Near Santa Fe, NM




Safety Culture Is:

ur a core Iu dJlJf
resulting from a collective commitment Qy Jeaderg anc
individuals to emphasize safety over competing JJE..J@*

t0 ensure protection o _geop_\ 2 and the environment.”
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Do you have a good safety culture?

. it is worth pointing out that if you are convinced that your

_..J

organization has a good saiety culture, you are almost

certainly mistaken. "

| Safety culture IS sometning that IS striven for but rarely

, more Important than the product.”

= James Reason, Managing the Risks or Organizational Accidents.”




“Good can be Bad”

» With good safety per rk.c)*rr‘namc\e,
people/organizations can easily become
complacent.

* Don't e\
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Negative Publicity Avoidance
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Pilots’ acts
might have

The Switchboard (803) 771-616) CAPITAL HINAL

led to crash

M Tail section of
doomed jet found on
ocean floor

By ERIC MALNIC, MATT SURMAN
and MITCHELT. LANDS BERG

Loz Angeles Times

PORT HUENEME, Caiif, — Investigziors are
considering whether the pilots of
Alaska Airlines Flight 261 unwittingly
triggered their violent plunge into the
Pacific Ocean by following prescribed
procedures for an emergency landing,
air safety officials said Thursday.
Late Thursday searchers found the
tail of the jet after recovering the flight
data recorder ezrlier in the day.
Underwater robots exploring the
ocean floor found where the wreck-
gge came (o rest after the MD-83

ies, some of which are believed
trapped under the debris.

National Transpertation Safety
Board officials rajsed the question
about the pilots” actions after listening
10 & recording of the final 30 minutes
that was contained in a cockpit voice
recorder retrieved late Wednesday.

One NTSB official, speaking on
condition of anonymily, said the in-
vestigation into the crash is increas-
ingly focusing on the pilots’ actions
during their preparation for an emer-
gency landing at Los Angeles Inter-
nittional Airport

In hindsight, investigators say, it
appears possible that a by-the-book
response 0 the mechanical problem
reported by the pilots — a “horizontal
stabilizer jam” — could have sent the
plane into its wild, corkscrewing de-
scent into the sea

NTSB
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Take the Most Conservative Approach



What to do?
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SOP Adherence



Accident Prevention Strategies

Source: Boeing study of accident prevention strategies

Other operational procedural
considerations

Embedded piloting skills
Design improvement

Captain or instructor pilot exercise
of authority

Maintenance or inspection action
Approach path stability
ATC system performance

First officer’s cross-check
performance as non-flying pilot

Go-around decision
Runway hazards

138 Accidents 5,686 Fatalities

Each bar represents the percentage of
hull-loss accidents that contained at
least one instance of the listed
prevention strategy.




Intentional non-compliance leads
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He Professional



What Is a professional?

' » Precise compliance with SOPsS anad regulations

) J

» Staying abreast and current with knowledge and

SKIIIS
* The ability and willingness to say

L

Y

1 don't know™ or | am wrong




Professionalism

DOoINg the rignt
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